YEARS ago contractions of the pylorus through inflammatory conditions surrounding ulcers caused obstructions, starvation and slow death. The patients were ill such a long time that the obstructions were probably not due to cancer. It was before the era of aseptic surgery that the surgical relief of these cases was first put into practice. Billroth carried out resection of the obstructed area at the pylorus, then a partial closure of the end of the stomach, and union of the duodenum to the small opening left. The contemporary workers associated with him in this surgical practice were notably Hartmann in France, Mikulicz in Austria, and Kocher in Switzerland. The mortality was about 70 per cent., but the results were excellent in the successful cases. When we remember, however, that this work was carried on in the pre-aseptic period, we can only reflect on the strength of character exhibited by these great men who did so much to develop surgery in the world. They went deliberately ahead to conquer disease. Nicolodina wrote the first description of gastro-enterostomy-not that he did it; he advised it.
resection and division at the pylorus, a new opening in the anterior wall of the duodenum, and suturing the pyloric end of the stomach into this new opening. It was done a number of times during the period when surgeons were deciding that the excision of the ulcer was the essential point; with a large ulcer of the anterior wall of the duodenum excised, it was found easier to divide the pylorus, close in a few cases the end of the duodenum, and unite the pyloric end in the opening. The operation has been described by a number of people for emergency, but I do not think that it will be of any very wide application.
In the early period, following Finney's work, there were put into practice the methods of using mechanical adjuncts, namely, the Murphy procedures of union, such as the Murphy button and the MIayo Robson bone bobbin, over which it was possible to suture if it was thought that the opening would not be patent during the first few days following the operation, or that the size of the opening would not be known after it had been made. Many used the Robson bobbin for a few operations and then decided that they did not require such an apparatus to work with.
Another method consisted in the adoption of the bone-plate, but this was put forward by Senn, of Chicago, for use in an operation which had been planned by Connell. For a certain period these decalcified ox-bone plates were used throughout the world, but were superseded by the gradually developing methods of suture; so that now practically all mechanical adjuncts are discarded, excepting the occasional use of the Murphy button for special cases.
The Polya operation came next: in this operation large areas of the distal part of the stomach are excised, the duodenum being closed and the open end of the stomach being drawn through the colonic mesentery, like a posterior gastro-enterostomy, and attached to the jejunum. It is a method that has found a wide sphere of usefulness throughout the surgical world of to-day. And yet there are times when a very short mesentery of the transverse colon is found, and there is no room through which to make a gastro-enterostomy or to draw the end of the stomach. In such a case it is necessary to do the anterior operation of carrying the jejunum over the loop of the transverse colon, and attaching it to the divided end of the stomach (Polya-Balfour operation).
Those operations were mostly devised for the treatment of cancer by excision of large areas of the stomach, leaving a small upper part only. It is remarkable how small a portion of stomach left will become distended and grow larger with use, showing more capacity than the surgeon might have thought possible.
Dr. Balfour advised this change in the Polya operation first for the cancer cases. In a case of cancer, the anterior Polya-Balfour operation is a better procedure than the original operation of Polya.
Gastro-enterostomy was from the first successful; it went through various periods of development like other surgical procedures; it was safe in the hands of many, and the extent of its application became wider and wider as time went on. There has been, indeed, an unnecessary application of it for the relief of symptoms, without care being taken to observe whether there was an ulcer present in the particular patient or not. Many people who have had symptoms of ulcer have undergone gastro-enterostomy when something else was causing reflex symptoms. The origin of the trouble may have been the gall-bladder, for instance, or the appendix. The stomach is the great organ of complaint in the abdomen, and is subject to many irritants, from the brain to the lower abdomen, in a reflex way.
We have, moreover, failures from bad technique, such as occasionally occur in the excitement of an operation; possibly the patient is under serious stress from anasthetic troubles. Three times I have found patients so much worse after a gastro-enterostomy had been done in another clinic, that I re-operated on them; in one patient the at SAGE Publications on June 21, 2016 jrs.sagepub.com Downloaded from anastomosis to the stomach was made 9 in. from the end of the ileum, in another case I found the distance to be 10 in., in another case 18 in. Here were three cases with an entire short-circuiting of all the small intestine, with only a little food going out through the pylorus, the greater part passing through the gastro-enterostomy opening. I think the accident was due to excitement on the part of the unaccustomed operator, because in two of those cases I could not find any sign of ulcer. They were patients who have that habit of complaint which, with an energetic surgeon, will lead to operation on something! There are troubles which are due to kinks, twists and adhesions. There was: the 7-in., anterior gastro-jejunostomy loop, which gave trouble because of the accumulation of food in it; a twist of the gut at the point of attachment, because when we passed from anterior to posterior gastro-enterostomy we kept to the same twist of the gut as when we brought the jejunum over the transverse colon. Then a too short jejunal loop tends to kink. There are only a few people who have a jejunum which goes straight down from its origin; the first loop is nearly always the splenic loop.
The next trouble, which has been admirably described this morning by Mr.
Walton, is the gastro-jejunal ulcer.' Four years after operation we found the silk sutures we had used for gastro-enterostomy in festoons, and always hanging back into the stomach, instead of falling into the loop of bowel, as we should expect from the passage of food. Not all of these cases developed ulcer, and the sutures eventually separated. But silk sutures continued to be found, not only in cases at other clinics which did not recover after operation, but also in our own patients, some of whom developed gastro-jejunal ulcer. The point was made this morning that patients who do well from the start rarely have trouble later; but patients who within the first few weeks or months do not do as well as one would like, and after they go home have occasional suffering, and need to be watchful about what they eat, are those who become afflicted with this kind of ulcer. The apprebension that has arisen during the last two or three years with regard to the defects of gastro-enterostomy has led, on the Continent, to the development of resection of the stomach for duodenal as well as for gastric ulcer. With only a little ulcer of the duodenum present, and with only occasional symptoms, coming on in the spring and autumn, some surgeons have cut away two-thirds of the stomach merely to prevent the onset of those symptoms. Personally we, as surgeons, would not have that done to our stomach in order to get rid of something which was below the stomach. It is so rare for such troubles to occur, that they had better be allowed to happen rather than for the patients to undergo an operation of such magnitude, with a higher mortality. It is too much of an operation primarily, except for ulcers in the stomach, and for a few special ulcers of the duodenum.
With regard to the danger that occasionally a large ulcer develops carcinoma on one marginal area, as ulcers do everywhere when they are irritated chronically, this rarely happens, however, in the case of small ulcers. Usually the growths form only in the areas of highest acidity. One-third of cancers in men occur in the stomach; very few are to be found in the course of the small gut, in comparison with the number in the large gut.
Balfour has surveyed the work done at the Clinic, and of 1,000 consecutive cases of ulcer of stomach and duodenum operated upon more than ten years ago, he found that 90 per cent. had been successful, surgically. Defects of all kinds complicated the remaining 10 per cent. of the cases, e.g., recurring haemorrhage, partial obstruction, and gastro-jejunal ulcers. When we were using silk for the sutures, about 4 per cent. of the cases developed gastro-jejunal ulcer. Now, using catgut, the figure is 2 per cent. Gastro-enterostomy in the majority of cases, unless in the presence of some unusual condition, is a good oneration. Now to come to a discussion of ulcer itself. We speak of ulcer as being due to the action of acids and pepsin, hence they are called peptic ulcers. It is difficult sometimes to explain the occurrence of ulcer in an acid-free stomach. We used to be content with a single stomach test at the end of an hour, but a patient who has a non-acid stomach must be tested a second, even a third time, because in a few the acid develops strongly at the end of one hour and twenty minutes, lasts twenty minutes, then disappears. In people who have had no acid in the stomach for a long time you can bring back acid temporarily by injecting histamine. That is not a treatment, but it proves that something has gone wrong with some hormone.
People with achylia are subject to troubles of the nervous system, for there occur trophic ulcers on the toe, and ulcers on the heel. These people are not likely to be greatly relieved, except by exploration of the condition, with medical care. They have no gastric digestion, they have no acid or pepsin, but their gastric ulcers do not perforate. I had a patient-a case of achylia-last January who had undergone two gastro-enterostomies. At the first operation a loop was a,ttached to the stomach, and there was seen to be nothing wrong with the emptying of the stomach. A second vigorous surgeon made another loop gastro-enterostomy. So then it was open for the food to select any one of three passages ! Patients with achylia suffer from headache and other troublesome symptoms, because of the alkaline condition which has caused the irritation of the nervous system. Ulcers can be produced by large doses of drugs, and they can be caused by bacteria. You can cultivate bacteria from an ulcer and inject quantities of the culture into animals. A chill and a reaction follow the injection; only in 75 per cent. of the animals will an ulcer develop, but if it does it will not last. But if you can afterwards create in the animals a chronic focus of infection with the same bacteria, like human tooth infection, which will keep feeding out bacteria, the ulcers will continue in many animals.
Then there are the mechanically or chemically produced ulcers. In some animals duodenal ulcer can be produced if you separate and re-attach the common and the pancreatic ducts so that they deliver down into the lower ileum; or if you divide the lower duodenum and unite it to the ileum, thus short-circuiting the jejunum, a large percentage of duodenal ulcers will occur. Gastro-jejunal ulcers are due to the failure of the material which is formed in the pancreas, liver, and duodenum to pass through the upper part of the intestine.
And there is another possible cause, which is most important. One of the most brilliant men, in regard to the promise for his future, died here in London last autumn, Dr. John Hunter. I think he was one of the greatest young anatomists in the world. The parasympathetic and the sympathetic nerves are involved in many diseases, and Dr. John Hunter, through the influence of Royle, made investigations concerning the proportion of muscles in the body which had the power only of fixation. Sometimes the circular intestinal muscles go into spasm, and then they are associated with these disturbances in the intestine and stomach (Devine). They have to do with diverticula in the large and small bowel. The cardio-spasm, which lasts for years, is cured by over-stretching of these particular muscles. It is, perhaps, every second or third fibre which goes into spasm. We see such a condition in the pylorus of people who exhibit an idiosyncrasy for food. The pylorus closes up, and by stimulus on the sympathetic nerve there may be produced a spasm which is obstructive and adds to the difficulties of emptying.
People with ulcers are relieved by eating food. They say: I have hunger pains, and I am relieved if I can get something to neutralize or dilute my acids or give work for them," and they take soda or food. The pains do not occur while there is food in the stomach. There is spasm of the pylorus, and retention of gastric secretion after the food has left the stomach, and there is a gnawing pain; the gastric juice is ready for action, but nothing is there for it to work upon, and then the hunger pain occurs.
There is the very important fact that under normal conditions the pylorus is closed, that it opens under the influence of alkalies below it, or above it, and that a little intermittent contraction occurs just below the common duct for this final emptying of gastric secretions. After the food has left, and some acid remains, there should be a partial regurgitation of waves from the common duct area with Brunner's gland secretion, which should flow back into the stomach to help it to empty. On numerous occasions, after a too radical removal of the gall-bladder for jaundice by a vigorous operator, I have united the hepatic duct above the pylorus, and afterwards the pylorus is always open. I have had such cases in which fourteen years have elapsed since operation, but the pylorus is open because you are making use of the patient's own alkali. If you could increase pyloric spasm without overdoing it, you could prevent this regurgitation of the alkalies, increase the retention of this highly digesting fluid, and there might then develop a chemical ulcer.
There may be infarctions of bacteria, which select the stomach because they come from the stomach, because part of the gastric wall and the gastric mucous membrane, so far as the hormone is concerned, is associated with the production of that bacterial culture. In the case of higher acidity we should expect emptying of the stomach to take place more quickly; but burning and trouble come on earlier after eating.
There is much in the selection of types of operation. It is a question whether they have to do with heemorrhage. In 24 per cent. of ulcers of the duodenum there is hbmorrhage, but in only 8 per cent. is there serious ha3morrhage. You must elicit from the patients whether they have tarry stools. People with bleeding ulcer make the best spontaneous recovery; they go on well for a year, or even several years, and then suddenly there is another terrible haemorrhage. The ulcers do not often perforate, and the question is whether there is too much or too frequent bleeding which cannot be controlled. There is also the question as to whether the patients suffer just as if they had an active ulcer without haemorrhage; such cases do well after gastro-enterostomy. In the case of operation for ulcer of the duodenum where the patient has suffered from hemorrhage, there may still be htemorrhage three, four, or even seven years after an operation which has been successful in giving relief.
We find in our studies that a little more effort on the part of the sympathetic nervous system produces these partial spasms of the pylorus that prevent the normal alkalinization, by which the acids are lowered and the pylorus opened for final emptying. After gastro-enterostomy, the patients can use their own soda apparatus, and we can treat them along the same lines. This is also the reason why we have hour-glass stomach a ring contraction which forms on the line of the lower end of the acid-producing upper part of the stomach. The pyloric .hormone has not much to do with acid formation. I have taken out that hormone area many times and its removal does not stop the formation of the acid.
I have taken some time to bring out these points. We have been working for forty years on the surgery of the stomach with much yet to learn. I think those who practise the medical pfofession have more the habit of acquiring the closed mind than most other people, and they get a fixed " set" in their ways. It is said that "reading maketh a full man "; but I think that travel makes us lose our respect for our own opinions to a large extent, for I have witnessed most beautiful operations which were done wholly differently from the way I do them, and were yet just as successful. And I have seen the same type of operation as that which we do at the Clinic done the world over. So as we travel about and see these various plans for accomplishing the same result, we appreciate the fact that there are many wvays of going to the post-office," and that the essential aim of surgery is to accomplish your desired result with the least possible danger to the patient.
